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Abstract

Background: During the COVID-19 pandemic, as health care services shifted to video- and phone-based modalities for patient
and provider safety, the Veterans Affairs (VA) Office of Connected Care widely expanded its video-enabled tablet program to
bridge digital dividesfor veterans with limited video care access.

Objective: Thisstudy aimed to characterize veterans who received and used US Department of VA—issued video-enabled tablets
before versus during the COVID-19 pandemic.

Methods: We compared sociodemographic and clinical characteristics of veterans who received VA-issued tablets during
6-month prepandemic and pandemic periods (ie, from March 11, 2019, to September 10, 2019, and from March 11, 2020, to
September 10, 2020). Then, we examined characteristics associated with video visit usefor primary and mental health care within
6 months after tablet shipment, stratifying models by timing of tablet receipt.

Results: Therewas anearly 6-fold increase in the number of veterans who received tablets in the pandemic versus prepandemic
study periods (n=36,107 vs n=6784, respectively). Compared to the prepandemic period, tablet recipients during the pandemic
were more likely to be older (mean age 64 vs 59 years), urban-dwelling (24,504/36,107, 67.9% vs 3766/6784, 55.5%), and have
a history of housing instability (8633/36,107, 23.9% vs 1022/6784, 15.1%). Pandemic recipients were more likely to use video
care (21,090/36,107, 58.4% vs 2995/6784, 44.2%) and did so more frequently (5.6 vs 2.3 average encounters) within 6 months
of tablet receipt. In adjusted models, pandemic and prepandemic video care users were significantly more likely to be younger,
stably housed, and have a mental health condition than nonusers.

Conclusions;  Although the COVID-19 pandemic led to increased distribution of VA-issued tablets to veterans with complex
clinical and socia needs, tablet recipients who were older or unstably housed remained less likely to have avideo visit. The VA's
tablet distribution program expanded access to video-enabled devices, but interventions are needed to bridge disparitiesin video
visit use among device recipients.
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Introduction

Background

Many US veterans experience geographic and health-related
barriersto accessing care. Nearly 1in 3 of the approximately 9
million veterans enrolled in the US Department of Veterans
Affairs (VA) live in rurd, highly rural, or insular areas, and
many more experience transportation challenges and financial
insecurity that impede their use of VA services [1-3]. The
COVID-19 pandemic magnified these barriers and introduced
new challenges, such as socia isolation. In addition,
shelter-in-place orders early in the pandemic led to decreased
public transportation options, increased costs for private
transportation, and financial strain dueto job loss.

VA was in a strong position to address these pervasive access
barriers as an early adopter of care provided viaphone or video
[4], particularly within mental health and primary care clinics.
In addition, VA's Office of Connected Care and Office of Rural
Health had previoudly launched an initiative to distribute
video-enabled tablets to veterans with access barriers who did
not have a suitable device or data plan. This program, launched
in 2016, was designed to expand video teleconferencing into
veterans homesthrough tabl et-enabled secure video technol ogy
[3]. Devices are available for veterans without access to the
necessary technology for video teleconferencing and for those
who aso face geographic, clinical, and socia barriers to
in-person care.

For many veterans facing barriers to video care during the
pandemic, VA's video-enabled tablet distribution program
offered a potential solution. As COVID-19 increased demand
for video-based alternatives to in-person care, VA rapidly
expanded its tablet distribution program [4]. The goal of this
intensive tablet distribution effort was to facilitate video care
and thereby reduce risks of COVID-19 exposure for patients
and providers, preserve facility resources for higher-acuity
patients, and support continuity of care for patients who might
otherwise be unable to access care [4-7]. However, it was
unclear how this rapid transition to video care would influence
individualswith complex medical and social needs[8], including
individuals who often experience “ digital divide” disparitiesin
accessing video care, including older adults, certain racial
minority groups, and individualswho have low-income or reside
inrural locations [8-10].

Objectives

To inform VA's efforts to bridge the digital divide, we sought
to characterize veterans who received video-enabled tablets
from VA before and during the COVID-19 pandemic. At the
start of the pandemic, frontline VA health care providers were
instructed to identify and reach out to high-risk individuals,
however, determining which veterans should be contacted was
left up to the providers' discretion [4]. We examined changes
in the sociodemographic and clinical characteristics of tablet
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recipients before and after the pandemic began and analyzed
the association between these characteristics and subsequent
use of videovisitsfor clinical care. Ultimately, our project aimed
to contribute to understandings of the impact of the pandemic
on telehealth access disparities among veterans enrolled in the
VA tablet program.

Methods

Data Extraction and Study Population

We extracted encounter and patient level data from VA's
Corporate DataWarehouse, arepository for VA electronic health
records [11]. We defined 2 cohorts of veterans who received
tablets from VA during 6-month windows spanning similar
seasons. (1) a prepandemic cohort comprising those who
received tablets between March 11, 2019, and September 10,
2019; and (2) a pandemic cohort of individuals who received
tablets between March 11, 2020, and September 10, 2020 (after
COVID-19 was officially designated as a pandemic by the
World Health Organization) [12]. We then assessed the use of
VA hedlth care services for each veteran for 6 months after
tablet shipment.

We excluded patients who identified as nonveterans, living on
Americanterritory islands, missing azip code (needed for urban
or rura classification) or VA priority enrollment group
(described below), and those whose date of death preceded
tabl et shipment. The analytic cohort comprised 42,891 veterans
(6784 prepandemic recipients and 36,107 pandemic recipients).

Classification of VA Outpatient Health Care
Encounters

All outpatient encounters were classified by type of care and
modality using VA's Managerial Cost Accounting Stop Codes
as described in detail previoudly [6]. In short, these 3-digit
nationally standardized numerical codes characterize outpatient
VA clinic encounters and identify the work group responsible
for providing the documented clinical services[6]. Thetype of
care included 4 mutually exclusive categories: primary care,
specialty care, mental health care, and other care. Other care
comprised rehabilitation care, emergency care, and diagnostic
or ancillary care. Care modality categories included in-person
care, phone care, video care, or supplementary remote care
(including remote patient monitoring, telehealth care
coordination, and home telehealth) [13].

Outcome

The primary outcome of interest was any video care encounter
after aveteran received a VA-issued tablet. Regression analyses
assessed characteristics associated with video care use in
primary and mental health care encounters given these are the
2 most common types of VA care delivered via video and
comprised 81% and 79% of al video encounters for the
prepandemic and pandemic cohorts, respectively [4,6].
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To limit encounters to those that occurred when a veteran had
their VA-issued tablet, we excluded encounters that occurred
within 7 days after tablet shipment. Thistime frame was sel ected
to account for variation in shipping and setup time and because
VA contacts tablet recipients 7 days after shipment to assist
with tablet setup [4].

Patient Sociodemographic and Clinical Characteristics

Patient-level data consisted of sociodemographic and clinical
characteristics of veterans who were shipped tablets during the
prepandemic and pandemic study periods. Race and ethnicity
were documented based on the veterans' most frequently
reported identification in patient health records [14]. Missing
dataon race, ethnicity, and marital statusweretreated asdistinct
categories. Urban and rural definitions were derived from 2010
US Census Bureau criteria based on a veteran’s home zip code
[15]. Highly rural areas were areas with a population density
fewer than 7 people per square mile. History of housing
instability was defined using outpatient stop codes reflecting
the use of housing instability services and VA diagnosis codes.
The 18 regional systems of care, known as Veterans Integrated
Service Network (VISN), served as a proxy for geographic
region [16]. Given the small cell number for VISN 5,
representative of the VA Capitol Health Care Network, we
combined VISN 5 with VISN 6, which represents the VA
Mid-Atlantic Health Care Network. Criteriafor the 28 chronic
conditions and diagnoses used to determine multimorbidity
status (Multimedia Appendix 1) as well as criteria for being
categorized as having mental health conditions (Multimedia
Appendix 2) were based on previous studies of VA video and
phone care [6,17-20].

Analysesalsoincluded veterans' VA priority status asindicated
by the VA priority-based enrolIment system. VA enrollsveterans
into 1 of 8 mutually exclusive groups based on their
service-connected disability rating, income, recent military
service, and other factors. We generated 4 categories of priority
status: low income, low or moderate disability, high disability,
or no special enrollment (Multimedia Appendix 3) [14].

To account for the association between past and future use of
VA health care, we assessed the use of VA hedlth care in the
365 days prior to and excluding the date of tablet shipment for
all patients in both cohorts. We categorized health care use as
low use, moderate use, or high use corresponding to Oth to 25th,
25th to 75th, and 75th to 100th percentiles. Prior in-person and
video visits were dichotomized (eg, prior video use: yes or no).
Prior use of remote patient monitoring, speciaty care, and
rehabilitation care was combined into one category (other) due
to small numbers.

Statistical Analyses

We caculated frequencies and percentages of patient
sociodemographic and clinical characteristics across the 2
cohorts. We then examined the average number of mental health
or primary care encounters via video for both cohortsin the 6
months after individuals received their tablets. To assess the
association between sociodemographic characteristics of tablet
recipients and video care use, we used generalized linear models
to predict the likelihood of having a video mental health or
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primary care visit within 6 months of tablet receipt for each
cohort (before the pandemic and during the pandemic). We
adjusted for patient demographics, clinica characteristics,
region, and previous use of VA health care. We report adjusted
incident risk ratios (RRs) and 95% Clsfor all models.

Additional analyses examined the relative proportion of
encounters by modality (ie, in-person, phone, video, or remote
monitoring) and care category (ie, primary, mental health,
specialty, or other) within each cohort. We also assessed the
time between tablet shipment and recipients’ first mental health
or primary carevideo visit aswell asthetotal number of mental
health or primary care video encounters recipients completed
within 6 months of tablet shipment for both prepandemic and
pandemic cohorts. All statistical analyses and graphical output
were completed using Stata statistical software (version 17;
StataCorp, LLC).

Ethical Consider ations

This evaluation was completed as part of a VA Quality
Enhancement Research Initiative and was designated as
nonresearch quality improvement by VA's Office of Rural
Health, local institutional review board, and VA Research
Administration.

Results

There was a nearly 6-fold increase in VA tablet recipients
between the prepandemic study period in 2019 (n=6784) and
the pandemic study period in 2020 (n=36,107; Table 1). There
were notable changes in the demographics of tablet recipients
over thistime. Overal, the pandemic cohort (compared to the
prepandemic cohort) was older (mean age 64.4 vs 58.8 years),
and a higher proportion was male (32,070/36,107, 88% vs
5620/6784, 82.8%). There were modest changes in race and
ethnicity between the 2 cohorts (eg, the proportion of Black or
African American tablet recipientsincreased from 1481/6784,
21.8% to 9220/36,107, 25.5% and Hispanic/Latinx recipients
decreased from 409/6784, 6% to 1638/36,107, 4.5%). Compared
to the prepandemic period, there was also an increase in the
proportion of pandemic tablet recipients who were
urban-dwelling (24,504/36,107, 67.9% vs 3766/6784, 55.5%)
and had a history of housing instahility (8633/36,107, 23.9%
vs1022/6784, 15.1%). Pandemic versus prepandemic reci pients
were less likely to be documented as married in the electronic
health records (14,713/36,107, 40.7% vs 3262/6784, 48.1%,
respectively). Tablet recipients with a VA priority enrollment
group related to low income were more heavily represented
during the pandemic versus before the pandemic (9309/36,107,
25.8% vs 1272/6784, 18.8%, respectively) but less represented
by aVA priority statusrelated to high disability (18,142/36,107,
50.2% vs 4013/6784, 59.2%, respectively). Pandemic tablet
recipients also had a dightly higher mean number of chronic
conditions versus prepandemic recipients (7.6 vs 7.3 chronic
conditions, respectively), and fewer had a mental health
condition (26,948/36,107, 74.6% vs 5421/6784, 79.9%,
respectively).

Tablet recipientsin the pandemic period had over twice as many
video visitsin the 6 months after tabl et receipt as prepandemic
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tablet recipients (4.4 and 1.7 mental health or primary care
encounters on average, respectively). Conversely, pandemic
tablet recipients had fewer average in-person care encounters
compared to prepandemic tablet recipients (4.9 and 7.5 mental
health or primary care encounters, respectively). The overall
trendsin prior usefor all tablet recipients were very similar for
in-person and primary care encounters. Other baseline use
patterns are presented in Table 2.

Figure 1 illustrates patterns of encounters after tablet receipt,
by specialty and care modality, among the prepandemic cohort
(191,143 encounters) and pandemic cohort (1,121,898
encounters). There were notable spikes in phone care during
the pandemic, larger than the increases in video care use
compared to before the pandemic. Overall, video encounters
comprised 16.5% (216,232/1,313,041) of total combined
encountersfor both cohortswithin 6 months of tablet shipment.
The pandemic cohort had a lower proportion of encountersin
person (492,534/1,121,898, 43.9% vs 135,723/191,143, 71%)
and more encounters by phone (394,942/1,121,898, 35.2% vs
30,609/191,143, 16%) and video (201,231/1,121,898, 17.9%
vs15,001/191,143, 7.9%) compared to the prepandemic cohort.
Both before and during the pandemic, mental health care had
the largest percentage of encounters among the 4 categories of
care types, although mental health care encounters accounted
for an additional 12% of total encounters for the pandemic
cohort compared to the prepandemic cohort. Additional details
about tablet use patterns (eg, distribution of time from tablet
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shipment until first video encounter and distribution of total
video encounters per recipient) can be found in Multimedia
Appendices 4 and 5.

Adjusted models stratified by prepandemic and pandemic tabl et
receipt (Table 3) showed that users of video carein both groups
were significantly more likely to be younger, stably housed,
and have amental health condition (ie, the Cls exclude the null
value 1). Compared to those aged 18-44 years, those 65 years
or older in the pandemic and prepandemic cohorts were 17%
(RR 0.83, 95% CI 0.79-0.87) and 18% (RR 0.82, 95% CI
0.73-0.92) less likely, respectively, to use video primary or
mental health care. Veteranswith ahistory of housing instability
had 8% (RR 0.92, 95% CI 0.88-0.95) and 19% (RR 0.81, 95%
Cl 0.72-0.91) lower likelihoods of video care use in the
pandemic and prepandemic cohorts, respectively. Women in
both cohorts had a 4% (prepandemic: RR 1.04, 95% ClI
0.95-1.14; pandemic: RR 1.04, 95% CI 1.00-1.08) increased
likelihood of video care use, but the Clsincluded the null in the
prepandemic model. Both rural and highly rural veterans were
13% (rura: RR 1.13, 95% CI 1.04-1.22; highly rural: RR 1.13,
95% CI 0.95-1.33) more likely than urban veteransto use video
carein the prepandemic cohort, although the Clswere wide for
the highly rural group. There were no differencesin likelihood
between rurality groups in the pandemic cohort. There were
minor, statistically nonsignificant, and likely clinically
insignificant differences in likelihood of having a video visit
based on race, ethnicity, multimorbidity, and VA priority group.
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Table 1. Characteristics of study population and demographics of tablet recipients before and during the COVID-19 pandemic (N=42,981).

Characteristic

Prepandemic tablet recipients (from March 11, Pandemic tablet recipients (from March 11,

2019, to September 10, 2019; n=6784, 15.8%),

2020, to September 10, 2020; n=36,107,

n (%) 84.2%), n (%)

Age group (years)

18-44 1407 (20.7) 3781 (10.5)

45-64 2646 (39) 12,828 (35.5)

65+ 2731 (40.3) 19,498 (54)
Race

American Indian or Alaska Native 113 (1.7) 433(1.2)

Asian 36 (0.5) 235(0.7)

Black or African American 1481 (21.8) 9220 (25.5)

Native Hawaiian or Pacific |slander 66 (1) 365 (1)

Unknown 351 (5.2) 1653 (4.6)

White 4737 (69.8) 24,201 (67)
Ethnicity

Hispanic/Latino 409 (6) 1638 (4.5)

Not Hispanic/Latino 6158 (90.8) 33,394 (92.5)

Unknown 217 (3.2) 1075 (3)
Gender

Male 5620 (82.8) 32,070 (88.8)

Female 1164 (17.2) 4037 (11.2)
Marital status

Single (or divorced or widowed) 3457 (51) 21,073 (58.4)

Married 3262 (48.1) 14,713 (40.7)

Unknown 65 (1) 321 (0.9
Rurality

Urban 3766 (55.5) 24,504 (67.9)

Rural 2656 (39.2) 10,458 (29)

Highly rural 362 (5.3) 1145 (3.2)
History of housing instability

No 5762 (84.9) 27,474 (76.1)

Yes 1022 (15.1) 8633 (23.9)
Number of chronic conditions

0-3 962 (14.2) 4823 (13.4)

46 2179 (32.1) 10,839 (30)

7-9 1949 (28.7) 10,428 (28.9)

10+ 1694 (25) 10,017 (27.7)
Any mental health condition(s)

No 1363 (20.1) 9159 (25.4)

Yes 5421 (79.9) 26,948 (74.6)
VA2 priority enrollment group

No special enrollment 447 (6.6) 2583 (7.2)

Low income 1272 (18.8) 9309 (25.8)
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Characteristic Prepandemic tablet recipients (fromMarch 11, Pandemic tablet recipients (from March 11,
2019, to September 10, 2019; n=6784, 15.8%), 2020, to September 10, 2020; n=36,107,
n (%) 84.2%), n (%)
Low or moderate disability 1052 (15.5) 6073 (16.8)
High disability 4013 (59.2) 18,142 (50.2)

3V/A: Veterans Affairs.

Table 2. Characteristics of video use and prior Veterans Affairs (VA) health care use for tablet recipients before and during the COVID-19 pandemic.

Characteristic Prepandemic tablet recipients (from March 11, Pandemic tablet recipients (from March 11,
2019, to September 10, 2019; n=6784), n (%) 2020, to September 10, 2020; n=36,107), n (%)

Had a primary care or mental health video encounter in the 6 months after tablet receipt

No 3789 (55.9) 15,017 (41.6)
Yes 2995 (44.2) 21,090 (58.4)
Number of primary care or mental health video encountersin the 6 months after tablet receipt
0 3789 (55.9) 15,017 (41.6)
1-2 1544 (22.8) 9253 (25.6)
35 743 (11) 4570 (12.7)
6-10 428 (6.3) 3083 (8.5)
11-25 277 (4.2) 2891 (8)
26-50 3(0.04) 915 (2.5)
50+ 0(0) 378 (1.1)

Prior in-person encounters?

Low (1-13) 1729 (26.1) 9330 (25.8)
Moderate (14-54) 3437 (50.7) 17,528 (48.5)
High (>54) 1578 (23.3) 9249 (25.6)

Prior video encounter s
None 5971 (87.2) 26,583 (73.6)
Any 867 (12.8) 9524 (26.4)

Prior phone encounters?

Low (0-2) 1963 (28.9) 4504 (12.5)
Moderate (3-10) 2794 (41.2) 14,487 (40.1)
High (<10) 2027 (29.9) 17,116 (47.4)

Prior primary care encounters*

Low (0-3) 1586 (23.4) 8088 (22.4)
Moderate (4-10) 3616 (53.3) 19,543 (54.1)
High (>10) 1582 (23.3) 8476 (23.5)

Prior mental health encounters®

None 1502 (22.1) 9449 (26.2)
Low (1-6) 2227 (33.6) 8532 (23.6)
High (>6) 3005 (44.3) 18,126 (50.2)

8Prior encounters are based on encounters within the 365 days prior to tablet receipt cal culated using encountersin all care specialties (not only primary
care and mental health care encounters).
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Figure 1. Encounter patterns in 6 months after tablet receipt, by specialty and modality, for veterans in the (top panel) prepandemic (n=191,143
encounters) and (bottom panel) pandemic (n=1,121,898 encounters) cohorts.
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Table 3. Adjusted incidence risk ratios and 95% Cls for primary and mental health Veterans Affairs (VA) video care use within 6 months of tablet
receipt among veterans who received their tablets before or during the COVID-19 pandemic.

Charecteristics Model 1: prepandemic cohort? (n=6784), risk ~ Model 2: pandemic cohort® (n=36,107), risk ratio

ratio (95% CI)

(95% Cl)

Agegroup (years)
18-44
45-64
65+
Race
American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or Pacific |slander
Unknown
White
Ethnicity
Not Hispanic/Latino
Hispanic/Latino
Unknown
Gender
Male
Female
Rurality
Urban
Rural
Highly rural
History of housing instability
No
Yes
Number of chronic conditions
0-3
4-6
7-9
10+
Any mental health condition(s)
No

Yes

VAC priority enroliment group
No specia enrollment
Low income
Low or moderate disability
High disability

1.00
0.97 (0.88-1.07)
0.82 (0.73-0.92)

1.01 (0.77-1.33)
1.20 (0.80-1.79)
0.94 (0.85-1.04)
1.05 (0.75-1.48)
0.99 (0.83-1.19)
1.00

1.00
0.95 (0.82-1.11)
1.03 (0.82-1.29)

1.00
1.04 (0.95-1.14)

1.00
1.13 (1.04-1.22)
1.13 (0.95-1.33)

1.00
0.81 (0.72-0.91)

1.00
1.01 (0.90-1.14)
0.98 (0.86-1.12)
0.94 (0.80-1.10)

1.00
1.34(1.14-1.57)

1.00
1.02 (0.85-1.23)
1.04 (0.86-1.25)
1.13 (0.96-1.34)

1.00
0.91 (0.87-0.96)
0.83 (0.79-0.87)

0.96 (0.85-1.08)
0.97 (0.82-1.14)
0.99 (0.96-1.00)
0.97 (0.85-1.11)
0.98 (0.91-1.05)
1.00

1.00
1.01 (0.94-1.07)
1.00 (0.92-1.10)

1.00
1.04 (1.00-1.08)

1.00
1.00 (0.97-1.03)
1.00 (0.92-1.08)

1.00
0.92 (0.88-0.95)

1.00
0.99 (0.94-1.04)
1.00 (0.95-1.05)
1.00 (0.94-1.06)

1.00
1.12 (1.06-1.18)

1.00
0.96 (0.90-1.02)
0.98 (0.92-1.05)
1.03 (0.97-1.09)

3Prepandemic cohort comprises all veterans who received tablets between March 11, 2019, and September 10, 2019; these veterans used their tablets
for amaximum of 6 months after receiving their tablets, with all included use occurring on or before March 10, 2020.

bPandemic cohort comprises al veterans who received tablets between March 11, 2020, and September10, 2020; these veterans used their tablets for a
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maximum of 6 months after receiving their tablets, with all included use occurring on or before March 10, 2021.

SVA: Veterans Affairs.

Discussion

Principal Findings

Our resultsdemonstrated that tablet distribution patterns changed
significantly during the COVID-19 pandemic, with higher
clinical and social need veterans being more likely to receive a
tablet; however, barriers remain in increasing use of video care
among these veterans. VA's rapid expansion of the tablet
distribution program during the COVI1D-19 pandemic resulted
in a nearly 6-fold increase in the number of veterans who
received a tablet during 6-month comparison periods. This
evaluation of thetablet distribution program highlights changes
in sociodemographic and clinical characteristics of tablet
recipients before and during the pandemic. Overall, findings
suggest that VA’s tablet distribution program facilitated critical
access to video care compatible devices for veterans with high
levels of clinical and social needs, athough a digital divide
persisted in terms of how the devices were used.

Thefact that a higher proportion of tablet recipients during the
pandemic were older and had low income (based on VA priority
status) suggests that the expansion of the tablet distribution
program, alongside the implementation of interventions aimed
at facilitating technology literacy, may have facilitated a
narrowing of the digital divide for these groups during the
pandemic. Older veterans and veteranswith a history of housing
instability are groups that often face barriers to telemedicine
and thus may have been more heavily targeted for tablet
distribution due to higher risks of severe COVID-19 illnessin
these populations [21]. Additionally, higher distribution of
tablets to urban veterans during the pandemic may reflect the
largely urban COVID-19 infection hotspotsin the United States
during the first 6 months of the pandemic, driving demand for
video-based services in these settings [22]. Tablet recipients
during the first 6 months of the pandemic also had higher
numbers of chronic conditions on average, potentially due to
greater reliance on VA and greater demand for clinical care
early in the pandemic.

Based on encounter data, tablet recipients during the pandemic
(vs the prepandemic period) were more likely to have a video
encounter within 6 months of receiving their tablet, although
phone visits remained the most common form of telehealth
among pandemic recipients, in line with a growing body of
evidenceillustrating this pattern across multiple countries [23].
Veterans also had a higher average number of video encounters
during that time period and had shorter average windows of
time between tablet shipment and arecipient’s first video visit
following shipment. Although these analyses were not adjusted
for confounders such as patient characteristics, these associations
may be due to several factors, including but not limited to VA
limitations on in-person visits to reduce COVID-19 exposures
(supported by corresponding decreases in the number of
in-person visits), as well as broader increases in programming
and resource allocation toward video or phone care during the
pandemic. Comparisons of thetimeto first video visit for tabl et
recipients and veterans with their own devices could provide

https://www.jmir.org/2023/1/e42563

meaningful insights on the impact of device provision of video
care uptake. Since the time of this evauation, VA has
implemented an attestation to encourage providers who order
atablet for aveteran to conduct avideo visit within 90 days of
referral.

Findings from this study expand on previous analyses that
showed that VA patients aged older than 45 years or those with
ahistory of housing instability had areduced likelihood of video
care use during the first 3 months pandemic, despite these
populations having higher clinical and social needs [6]. We
found that tablet recipients aged older than 45 years had
significantly lower likelihoods of video care use during the
pandemic. Given that many older veterans may have first
attempted video care during the pandemic dueto limitations on
in-person care, barriers to overcoming the learning curve of
digital literacy necessary for video care may have contributed
to decreased use among this population. Veteranswith a history
of housing instability had lower use of video care both before
and during the pandemic compared to stably housed veterans
receiving tablets. As previous research has indicated unique
barriers for subpopulations of pandemic tablet recipients with
a history of housing instability [14], the findings in our study
further highlight the need for additional tailored resourceswhen
addressing barriers faced by this population.

We also identified use patterns that may have been influenced
by the social impacts and hotspot trgjectory of the pandemic.
Despite being proportionally less likely than men to receive a
tablet during the pandemic, reci pients who were women had an
increased likelihood to use video care. Although this is
consistent with previous studies showing that women veterans
are higher users of all types of video care[6], these trends may
be indicative of higher likelihoods of women preferring video
or phone care or being more likely to have caregiving priorities
during the pandemic [24]. Rural and highly rural prepandemic
tablet recipients had increased likelihoods of use of video care
compared to urban recipients. However, among the pandemic
cohort, thelikelihoods of use were equivalent acrossall rurality
groups. This may reflect a shift away from distance being a
primary motivator for video care use during the pandemic. Given
the higher proportion of urban tablet recipients during the
pandemic, these findings may also reflect the lower relative
COVID-19 infection risks for rural and highly rural veterans
early inthe pandemic, whereas prior to the pandemic, rural and
highly rural veterans may have been more likely to use video
care asameans of circumventing barriersto in-person care[4].

One point of concern isthe potential for video careto increase
disparitiesin health care access among racial and ethnic groups
who may have health care access barriers prior to the pandemic
[8-10,25]. In our evaluation, we found no statistically significant
differences in video use among all racia and ethnic groups
during the pandemic. However, the relatively small numbers
of Asian, American Indian or Alaska Native, and Native
Hawaiian or Pacific Idander tablet recipients limit our
conclusions. Additionally, thelimited availableracial and ethnic
categories (ie, no multiracial category, no detailed ethnicity, or
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no regionsof national origin) are unlikely to reflect the structural
racism that veterans of racial and ethnic minority groups
experience.

Ultimately, findings suggest a need for targeted interventions
aimed at increasing uptake of video care among older and
unstably housed veterans. Future research should also consider
theuniqueimpact of the COVID-19 pandemic and the expansion
of video care on health care access for specific subgroups of
veterans as well as potential areas for program improvement
for veterans with higher clinical or social needs. Additionally,
our analyses showed that nearly one-third of tablet recipients
included in this study did not have any video visits within 6
months of receiving their tablet. Further investigations into
demographic trends associated with video care disuse and
methods of increasing video care uptake among tabl et recipients
would provide valuable information for further improvements
to the tablet program.

There are several limitations to this study that should be noted.
Although findingsindicate that VA’ stablet distribution program
advanced accessibility of video care among veterans both before
and during the pandemic, video visits accounted for only a
minority of all encounters; future work should consider the
balance of video, phone, and in-person care. In addition, it would
be of value to understand the impact of tablets of different
specialties of care during the pandemic. Although the impact
of tablets on mental health video care use during the pandemic

Acknowledgments

Dhanani €t d

has been described [26], future research to similarly assessthe
impact of tablet distribution on primary and specialty care video
visit usewould provide additional insights on how tablets affect
veterans' access to care. Another limitation of this evaluation
is the absence of confirmation that video visits took place via
VA-issued tablets, although a criterion for tablet receipt is that
aveteran does not have a video-enabled device with a suitable
data plan. Further, there are challenges in identifying failed
video visits that were converted to phone visits, making it
difficult to fully assess the degree to which tablets influenced
video care use. Future research should examine the factors that
influence successful video visit completion, particularly as VA
expands support servicesfor veteranswho experience difficulties
using video care technol ogy.

Conclusions

In summary, this large, nationally representative evaluation
characterized the reach and impact of VA's effort to scale up
distribution of video-enabled tablets to veterans during the
COVID-19 pandemic. We found that the pandemic was
associated with striking changes in the characteristics of tablet
recipientsand use. Notably, veteranswith indicators of increased
clinical and social need were more likely to receive tablets
during the pandemic, although this need did not translate into
greater use of video care. These findings suggest that health
systemsai ming to enhance access through video-capable devices
should consider organizational, external, and patient-level
factors influencing the uptake of video care.
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Time in weeks between tablet shipment and first primary or mental health care video visit for the prepandemic and pandemic
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tablets between March 11, 2019, and September 10, 2019, and the pandemic cohort includes all veterans who received tablets
between March 11, 2020, and September 10, 2020.
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Distribution of the total number of video primary care and mental health care video visits in the 6 months after tablet shipment
for the prepandemic and pandemic cohorts of tablet recipients among those with at least one video visit. The prepandemic cohort
includes all veterans who received tablets between March 11, 2019, and September 10, 2019, and pandemic cohort includes all
veterans who received tablets between March 11, 2020 and September 10, 2020.

[PNG File, 140 KB-Multimedia Appendix 5]

References

1. Elnitsky CA, Andresen EM, Clark ME, McGarity S, Hall CG, KernsRD. Accessto the US Department of Veterans Affairs
health system: self-reported barriers to care among returnees of Operations Enduring Freedom and Iragi Freedom. BMC
Health Serv Res 2013 Dec 01;13:498 [FREE Full text] [doi: 10.1186/1472-6963-13-498] [Medline: 24289747]

2. Rura Veterans Health Care Atlas: Fiscal Year 2015. U.S. Department of Veterans Affairs, VHA Office of Rural Health.
2015. URL: https://www.ruralhealth.va.gov/aboutus/rvhc_atlas fy2015.asp [accessed 2022-05-28]

3. Zulman DM, Wong EP, Slightam C, Gregory A, Jacobs JC, Kimerling R, et al. Making connections: nationwide
implementation of video telehealth tablets to address access barriersin veterans. JAMIA Open 2019 Oct;2(3):323-329
[FREE Full text] [doi: 10.1093/jamiaopen/o0z024] [Medline: 32766533]

4.  HeyworthL, Kirsh S, Zulman D, Ferguson JM, Kizer KW. Expanding accessthrough virtual care: the VA's early experience
with COVID-19. NEJM Catal Innov Care Deliv 2020 Jul 01;1(4):1-11 [FREE Full text] [doi: 10.1056/CAT.20.0327]

5. Bokolo AJ. Exploring the adoption of telemedicine and virtual software for care of outpatients during and after COVID-19
pandemic. Ir JMed Sci 2021 Feb;190(1):1-10 [FREE Full text] [doi: 10.1007/s11845-020-02299-7] [Medline; 32642981]

6.  Ferguson M, Jacobs J, Yefimova M, Greene L, Heyworth L, Zulman DM. Virtual care expansion in the Veterans Health
Administration during the COVID-19 pandemic: clinical services and patient characteristics associated with utilization. J
Am Med Inform Assoc 2021 Mar 01;28(3):453-462 [FREE Full text] [doi: 10.1093/jamia/ocaa?84] [Medline: 33125032]

7. Jacobs JC, Blonigen DM, Kimerling R, Slightam C, Gregory AJ, Gurmessa T, et al. Increasing mental health care access,
continuity, and efficiency for veterans through telehealth with video tablets. Psychiatr Serv 2019 Nov 01;70(11):976-982.
[doi: 10.1176/appi.ps.201900104] [Medline: 31378193]

8.  Bakhtiar M, Elbuluk N, Lipoff JB. Thedigital divide: how COV ID-19'stelemedicine expansion could exacerbate disparities.
JAm Acad Dermatol 2020 Nov;83(5):e345-e346 [FREE Full text] [doi: 10.1016/j.jaad.2020.07.043] [Medline: 32682890]

9. Johnson NL. Towards understanding disparities in using technology to access health care information: African American
veterans' sociocultural perspectives on using My HealthVet for diabetes management. Health Commun 2022 May 05:1-9.
[doi: 10.1080/10410236.2022.2071392] [Medline: 35514118]

10. Ramsetty A, Adams C. Impact of the digital divide in the age of COVID-19. JAm Med Inform Assoc 2020 Jul
01;27(7):1147-1148 [FREE Full text] [doi: 10.1093/jamia/ocaa078] [Medline: 32343813]

11. Corporate Data Warehouse (CDW). US Department of Veterans Affairs. URL: https.//www.hsrd.research.va.gov/
for_researchers/vinci/cdw.cfm [accessed 2020-01-01]

12. CDC COVID-19 Response Team. Severe outcomes among patients with coronavirus disease 2019 (COVID-19) - United
States, February 12-March 16, 2020. MMWR Morb Mortal Wkly Rep 2020 Mar 27;69(12):343-346 [ FREE Full text] [doi:
10.15585/mmwr.mm6912e2] [Medline: 32214079]

13. Darkins A, Ryan P, Kobb R, Foster L, Edmonson E, Wakefield B, et al. Care coordination/home telehealth: the systematic
implementation of health informatics, hometel ehealth, and disease management to support the care of veteran patientswith
chronic conditions. Telemed J E Health 2008 Dec;14(10):1118-1126. [doi: 10.1089/tm].2008.0021] [Medline: 19119835]

14. Wang JZ, Dhanireddy P, Prince C, Larsen M, Schimpf M, Pearman G. 2021 survey of veteran enrollees’ health and use of
health care. Veterans Affairs. 2021 Sep 24. URL: https.//www.va.gov/VHASTRATEGY /SOE2021/

2021 Enrollee Data Findings Report-508_Compliant.pdf [accessed 2022-05-28]

https://www.jmir.org/2023/1/e42563 JMed Internet Res 2023 | vol. 25 | e42563 | p. 11
(page number not for citation purposes)


https://jmir.org/api/download?alt_name=jmir_v25i1e42563_app2.docx&filename=31e04faf6b4918417e92873b65092a3c.docx
https://jmir.org/api/download?alt_name=jmir_v25i1e42563_app2.docx&filename=31e04faf6b4918417e92873b65092a3c.docx
https://jmir.org/api/download?alt_name=jmir_v25i1e42563_app3.docx&filename=16a4606121e8fc496256e8d8f22563ef.docx
https://jmir.org/api/download?alt_name=jmir_v25i1e42563_app3.docx&filename=16a4606121e8fc496256e8d8f22563ef.docx
https://jmir.org/api/download?alt_name=jmir_v25i1e42563_app4.png&filename=9451c7571e7be10e77ad1cf1581de47e.png
https://jmir.org/api/download?alt_name=jmir_v25i1e42563_app4.png&filename=9451c7571e7be10e77ad1cf1581de47e.png
https://jmir.org/api/download?alt_name=jmir_v25i1e42563_app5.png&filename=87a4dc2e075a73c85f0a152c1c99fc7b.png
https://jmir.org/api/download?alt_name=jmir_v25i1e42563_app5.png&filename=87a4dc2e075a73c85f0a152c1c99fc7b.png
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-13-498
http://dx.doi.org/10.1186/1472-6963-13-498
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24289747&dopt=Abstract
https://www.ruralhealth.va.gov/aboutus/rvhc_atlas_fy2015.asp
https://europepmc.org/abstract/MED/32766533
http://dx.doi.org/10.1093/jamiaopen/ooz024
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32766533&dopt=Abstract
https://catalyst.nejm.org/doi/full/10.1056/CAT.20.0327
http://dx.doi.org/10.1056/CAT.20.0327
https://europepmc.org/abstract/MED/32642981
http://dx.doi.org/10.1007/s11845-020-02299-z
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32642981&dopt=Abstract
https://europepmc.org/abstract/MED/33125032
http://dx.doi.org/10.1093/jamia/ocaa284
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33125032&dopt=Abstract
http://dx.doi.org/10.1176/appi.ps.201900104
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31378193&dopt=Abstract
https://europepmc.org/abstract/MED/32682890
http://dx.doi.org/10.1016/j.jaad.2020.07.043
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32682890&dopt=Abstract
http://dx.doi.org/10.1080/10410236.2022.2071392
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35514118&dopt=Abstract
https://europepmc.org/abstract/MED/32343813
http://dx.doi.org/10.1093/jamia/ocaa078
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32343813&dopt=Abstract
https://www.hsrd.research.va.gov/for_researchers/vinci/cdw.cfm
https://www.hsrd.research.va.gov/for_researchers/vinci/cdw.cfm
https://doi.org/10.15585/mmwr.mm6912e2
http://dx.doi.org/10.15585/mmwr.mm6912e2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32214079&dopt=Abstract
http://dx.doi.org/10.1089/tmj.2008.0021
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19119835&dopt=Abstract
https://www.va.gov/VHASTRATEGY/SOE2021/2021_Enrollee_Data_Findings_Report-508_Compliant.pdf
https://www.va.gov/VHASTRATEGY/SOE2021/2021_Enrollee_Data_Findings_Report-508_Compliant.pdf
http://www.w3.org/Style/XSL
http://www.renderx.com/

JOURNAL OF MEDICAL INTERNET RESEARCH Dhanani et &

15.

16.

17.

18.

19.

20.

21

22.

23.

24,

25.

26.

2010 Census urban and rural classification and urban areas criteria. US Census Bureau. URL : https.//www.census.gov/
programs-surveys/geography/guidance/geo-areas/urban-rural/2010-urban-rural .html [accessed 2022-07-30]

Veterans Health Administration: Veterans Integrated Service Networks (VISNs). US Department of Veterans Affairs. URL:
https://www.va.gov/HEALTH/visns.asp [accessed 2022-05-28]

Fishman P, Von Korff M, Lozano P, Hecht J. Chronic care costsin managed care. Health Aff (Millwood) 1997;16(3):239-247.
[doi: 10.1377/hithaff.16.3.239] [Medline: 9141341]

National Academiesof Sciences, Engineering, and Medicine, Health and Medicine Division, Board on Health Care Services,
Committee to Evaluate the Department of Veterans Affairs Mental Health Services. Evaluation of the Department of
Veterans Affairs Mental Health Services. Washington, DC: National Academies Press (US); Jan 31, 2018.

Ray GT, CollinF, Lieu T, Fireman B, Colby CJ, Quesenberry CP, et al. The cost of health conditionsin ahealth maintenance
organization. Med Care Res Rev 2000 Mar;57(1):92-109. [doi: 10.1177/107755870005700106] [Medline: 10705704]

Yu W, Ravelo A, Wagner TH, Phibbs CS, Bhandari A, Chen S, et a. Prevalence and costs of chronic conditionsin the VA
health care system. Med Care Res Rev 2003 Sep;60(3 Suppl):146S-167S. [doi: 10.1177/1077558703257000] [Medline:
15095551]

Mosites E, Parker EM, Clarke KEN, Gaeta JM, Baggett TP, Imbert E, COVID-19 Homelessness Team. Assessment of
SARS-CoV-2 infection prevalence in homeless shelters - four U.S. cities, March 27-April 15, 2020. MMWR Morb Mortal
WKkly Rep 2020 May 01;69(17):521-522 [FREE Full text] [doi: 10.15585/mmwr.mm6917el] [Medline: 32352957]
DucalL M, CoyleJ, McCabe C, McLean CA. COVID-19 stats: COVID-19incidence,* by urban-rural classification - United
States, January 22-October 31, 2020. MMWR Morb Mortal Wkly Rep 2020 Nov 20;69(46):1753 [FREE Full text] [doi:
10.15585/mmwr.mm6946a6] [Medline: 33211682]

Petrazzuoli F, Gokdemir O, Antonopoulou M, Blahova B, Mrduljas-Duji¢ N, Dumitra G, et al. Patient consultations during
SARS-CoV-2 pandemic: a mixed-method cross-sectional study in 16 European countries. Rural Remote Health 2022
Oct;22(4):7196 [FREE Full text] [doi: 10.22605/RRH7196] [Medline: 36260933]

Connor J, Madhavan S, Mokashi M, Amanuel H, Johnson NR, Pace LE, et al. Health risks and outcomes that
disproportionately affect women during the COVID-19 pandemic: areview. Soc Sci Med 2020 Dec;266:113364 [FREE
Full text] [doi: 10.1016/j.socscimed.2020.113364] [Medline: 32950924]

Saha S, Freeman M, Toure J, Tippens KM, Weeks C, Ibrahim S. Racial and ethnic disparitiesin the VA health care system:
asystematic review. J Gen Intern Med 2008 May;23(5):654-671 [FREE Full text] [doi: 10.1007/s11606-008-0521-4]
[Medline: 18301951]

Gujral K, Van Campen J, Jacobs J, Kimerling R, Blonigen D, Zulman DM. Mental health service use, suicide behavior,
and emergency department visits among rural US veterans who received video-enabled tablets during the COVID-19
pandemic. JAMA Netw Open 2022 Apr 01;5(4):€226250 [ FREE Full text] [doi: 10.1001/jamanetworkopen.2022.6250]
[Medline: 35385088]

Abbreviations

RR: riskratio
VISN: Veterans Integrated Service Network
VA: Veterans Affairs

Edited by C Basch; submitted 09.09.22; peer-reviewed by C Der-Martirosian, T Jameel, F Petrazzuoli; commentsto author 27.11.22;
revised version received 11.12.22; accepted 20.12.22; published 26.01.23

Please cite as:

Dhanani Z, Ferguson JM, Van Campen J, Sightam C, Jacobs JC, Heyworth L, Zulman D

Overcoming Access Barriers for Veterans: Cohort Sudy of the Distribution and Use of \Veterans Affairs' Video-Enabled Tablets
Before and During the COVID-19 Pandemic

J Med Internet Res 2023; 25:e42563

URL: https://www.jmir.org/2023/1/e42563

doi: 10.2196/42563

PMID: 36630650

©Zainub Dhanani, Jacqueline M Ferguson, James Van Campen, Cindie Slightam, Josephine C Jacobs, L eonie Heyworth, Donna
Zulman. Originally publishedin the Journal of Medical Internet Research (https.//www.jmir.org), 26.01.2023. Thisisan open-access
article distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/),
which permits unrestricted use, distribution, and reproduction in any medium, provided the origina work, first published in the

https://www.jmir.org/2023/1/e42563 JMed Internet Res 2023 | vol. 25 | e42563 | p. 12

RenderX

(page number not for citation purposes)


https://www.census.gov/programs-surveys/geography/guidance/geo-areas/urban-rural/2010-urban-rural.html
https://www.census.gov/programs-surveys/geography/guidance/geo-areas/urban-rural/2010-urban-rural.html
https://www.va.gov/HEALTH/visns.asp
http://dx.doi.org/10.1377/hlthaff.16.3.239
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9141341&dopt=Abstract
http://dx.doi.org/10.1177/107755870005700106
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10705704&dopt=Abstract
http://dx.doi.org/10.1177/1077558703257000
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15095551&dopt=Abstract
https://doi.org/10.15585/mmwr.mm6917e1
http://dx.doi.org/10.15585/mmwr.mm6917e1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32352957&dopt=Abstract
https://doi.org/10.15585/mmwr.mm6946a6
http://dx.doi.org/10.15585/mmwr.mm6946a6
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33211682&dopt=Abstract
https://www.rrh.org.au/articles/subviewnew.asp?ArticleID=7196
http://dx.doi.org/10.22605/RRH7196
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36260933&dopt=Abstract
https://europepmc.org/abstract/MED/32950924
https://europepmc.org/abstract/MED/32950924
http://dx.doi.org/10.1016/j.socscimed.2020.113364
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32950924&dopt=Abstract
https://europepmc.org/abstract/MED/18301951
http://dx.doi.org/10.1007/s11606-008-0521-4
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18301951&dopt=Abstract
https://europepmc.org/abstract/MED/35385088
http://dx.doi.org/10.1001/jamanetworkopen.2022.6250
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35385088&dopt=Abstract
https://www.jmir.org/2023/1/e42563
http://dx.doi.org/10.2196/42563
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36630650&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JOURNAL OF MEDICAL INTERNET RESEARCH Dhanani et &

Journal of Medical Internet Research, is properly cited. The complete bibliographic information, alink to the original publication
on https://www.jmir.org/, as well as this copyright and license information must be included.

https://www.jmir.org/2023/1/e42563 JMed Internet Res 2023 | vol. 25 | e42563 | p. 13
(page number not for citation purposes)

RenderX


http://www.w3.org/Style/XSL
http://www.renderx.com/

